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Background 
Cost-effectiveness analyses of interventions for older adults have traditionally focused on health status. There is 
increasing recognition of the need to develop new instruments to capture quality of life in a broader sense in the face 
of age-associated increasing frailty and declining health status, particularly in the economic evaluation of aged and 
social care interventions which may have positive benefits beyond health.  
 
Objective 
To explore the relative importance of health and broader quality of life domains for defining quality of life from the 
perspective of older South Australians. 
 
Methods 
Older adults (n=21) from a day rehabilitation facility in Southern Adelaide, South Australia attended one of two audio-
recorded focus groups. A mixed methods (qualitative and quantitative) approach was adopted. The study included 
three main components. Firstly, a general group discussion on quality of life and the factors of importance in defining 
quality of life. Secondly, a structured ranking exercise in which individuals were asked to rank domains from the brief 
Older People’s Quality of Life questionnaire (OPQOL-brief) and Adult Social Care Outcomes Toolkit (ASCOT) in 
order of importance. Thirdly, participants were asked to self-complete the Euroqol (EQ-5D) a measure of health 
status, and two broader quality of life measures: the OPQOL-brief and ASCOT.  
 
Results 
Mean scores on the EQ-5D, OPQOL-brief and ASCOT were 0.71 (SD 0.20, range 0.06-1.00), 54.6 (SD 5.5, range 
38-61) and 0.87 (SD 0.13, range 0.59-1.00) respectively, with higher scores reflecting better ratings of QOL. EQ-5D 
scores were positively associated with OPQOL-brief (rho: .730, p<.01), but not ASCOT. Approximately half (52.4%) 
of the respondents ranked either “health” or “psychological and emotional well-being” as the domain most important 
to their quality of life. However, one-third (33.3%) of the total sample ranked a non-health domain from the ASCOT or 
OPQOL-brief (safety, dignity, independence) as the most important contributing factor to their overall quality of life.  
Qualitative analysis of focus group transcripts supported the high value of both health-related (health, psychological 
well-being) and social (independence, safety) domains to quality of life.  
 
Conclusions 
Older adults value both health and social domains as important to their overall quality of life. Future economic 
evaluations of health, community and aged-care services for older adults should include assessment of both health-
related and broader aspects quality of life. 
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1. Background 
Australia’s ageing population poses a major challenge for public policy as many indicators suggest that 
ageing will exert substantial upward pressure on public expenditures in the coming decades.[1, 2] In order to 
meet the challenges posed, the health system must adapt to meet the needs of older people to ensure 
that the best quality care is delivered as efficiently as possible.[3] The expansion of health and aged care 
services for older people in Australia and internationally presents a unique opportunity for health care 
policy makers to develop an older person centred system of care focused upon their needs and 
preferences. The longer term success and viability of such innovations will also be highly dependent upon 
their demonstrated cost effectiveness where ‘effectiveness’ is determined through measurement and 
valuation of the outcomes which are most highly valued by older people themselves.[4]  
 
The overall aim of economic evaluation is to aid decision makers to make efficient and equitable decisions 
by comparing the costs and benefits of treatment and service programs.[5] The quality adjusted life year 
(QALY) represents the most popular approach for measuring the effectiveness of treatment and service 
programs.[4] The QALY combines quality of life (QOL) and length of life into a single index of utility or value 
on a “0” to “1” scale. As a generic (as opposed to a condition specific) measure, the QALY enables 
comparisons of the benefit or utility generated from disparate treatment and service programs. 
Traditionally QOL is assumed to be entirely encapsulated by health status, where the endpoint “0” is 
defined as a health state equivalent to being dead and the endpoint “1” is defined as a health state 
equivalent to full health.  
 
In practice, generic multi attribute utility instruments (MAUIs) such as the EQ-5D (EuroQol)[6] have become 
the most popular mechanisms for the estimation of QALYs for economic evaluation.[4] The EQ-5D 
assesses health-related QOL across five domains: mobility, self-care, usual activities, pain/discomfort and 
anxiety/depression. Overall MAUIs comprise two main elements: a descriptive system for completion by 
patients or members of the general population comprising a set of items with multiple response categories 
covering the different dimensions reflecting health status and an off the shelf scoring algorithm which 
reflects society’s strength of preference for the health states defined by the instrument. The scoring 
algorithms are typically generated from large general population surveys to elicit values for a selection of 
health states described by each descriptive system.[4, 5].   
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MAUIs that focus on health may have limited applicability for populations of frail older adults receiving 
health and aged care services who are often moving on a slow and steady declining trajectory of health 
status characterised by deteriorating functioning.[7-9]  Previous studies have  indicated that broader quality 
of life domains including psychological well-being and positive outlook, social relationships, leisure 
activities, control, safety and independence may also be valued by older populations.[10-12] 
 
Recently there has been increasing recognition of the need to develop new instruments which capture the 
wider impact of interventions upon QOL in a broader sense, particularly in the context of the economic 
evaluation of aged and social care interventions which may have positive benefits beyond health.[1, 13, 14]  
Two recently developed instruments are the ICECAP[14] and the Adult Social Care Outcomes Toolkit 
(ASCOT)[15]. The ICECAP instrument was developed by a team of researchers in the UK from Sen’s 
capability theory which focuses upon an individual’s QOL as influenced by their capability.[14] The ASCOT 
instrument was also developed in the UK exclusively for the measurement and value of social care 
outcomes and excludes health status, having a broader focus upon QOL.[21] 
 
The Older People’s Quality of Life instrument (OPQOL)[16, 17] is another newly developed instrument for 
assessing QOL in older people. In contrast to the ASCOT and ICECAP instruments, OPQOL includes 
both health-related and broader QOL domains.  However, it is important to note that the OPQOL was not 
developed to be suitable for application in economic evaluation. The OPQOL descriptive system includes 
a number of broad quality of life domains which are outside the scope of the measurement and valuation 
of quality of life for cost effectiveness analyses of health and aged care services e.g. questions relating to 
the financial circumstances of the individual and the extent to which they feel lucky compared to other 
people. In addition the OPQOL is not a preference based instrument.   
 
In this pilot study we utilised the content of the ASCOT and the OPQOL descriptive systems to facilitate 
group discussions and to undertake individual exercises with older people to investigate their views on 
QOL. Specifically, we employed a mixed methods approach via focus groups, with the objective of 
exploring the relative importance of health and broader quality of life domains from the perspective of 
older South Australians. 
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2. Methods 
This pilot study was conducted with a convenience sample of community-based older adults attending 
outpatient day rehabilitation at a hospital in Adelaide, Australia. Semi-structured focus groups were 
convened to generate qualitative data on older people’s QOL preferences combined with quantitative data 
on their current health status and broader QOL. Ethics approval for the study was obtained from the Social 
and Behavioural Research Ethics Committee at Flinders University (no. 5849). 
 
2.1 Participants 
Participants were eligible to be included in the study if they were aged 64 years and older, able to 
understand the information relating to the study and able to provide informed consent as deemed by a day 
rehabilitation staff member. Participants unable to communicate in English were excluded due to project 
budget limitations.  
 
2.2 Recruitment and Study Design 
Potential participants attending outpatient day rehabilitation services over a two week period in October 
2012, including therapy gym and hydrotherapy sessions, were identified and invited to provide informed 
consent to participate in one of two focus group sessions conducted in November 2012. 
 
2.3 Data Collection 
The focus groups were semi-structured around 3 tasks described in detail below which collected 
information on [1] measurement of the participants’ current health-status, [2] a group discussion followed 
by an individual exercise to ascertain what factors are most important in defining QOL, [3] measurement of 
the participants’ current QOL. Focus groups were audio recorded with the participants’ permission. 
 
2.3.1 Task 1 
The current health status of participants was assessed through completion of the EQ-5D instrument.[6] The 
EQ-5D is a well-validated and widely-used MAUI for the measurement and valuation of health-related 
QOL. The instrument comprises two main components: a visual analogue scale which rates participant 
health today from worst imaginable (0) to best imaginable (100) health state and five dimensions (mobility, 
self-care, usual activities, pain/discomfort and anxiety/depression) which are each rated by three levels of 
increasing severity according to the participant’s current status. Responses are converted to utilities, on 
the 0 to 1 death-full health state QALY scale through application of a scoring algorithm based upon 
general population values for all possible health states defined by the instrument.[4] Although a general  
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population specific scoring algorithm is now available for Australia, for reasons of comparability we chose 
to employ the existing UK population scoring algorithm for the EQ-5D to facilitate comparison with 
ASCOT, which is also based on UK general population values. 
   
2.3.2 Task 2 
Task 2 comprised two main components. Firstly, participants were invited by the focus group convenor 
(RW) to enter into a general group discussion to describe what QOL means to them. Following this 
general discussion, participants were asked to participate in an individual exercise in which each 
participant was presented sequentially with a series of two sets of cards. The first set of 7 cards described 
the 7 domains included within the OPQOL-brief[18] (“health”, “social relationships”, “independence, control 
over life, freedom”, “home and neighbourhood”, “psychological and emotional well-being”, “financial 
circumstances”, “leisure and social activities”). The second set of 8 cards described the 8 domains 
included within  ASCOT[15] (“control over daily life”, “personal cleanliness and comfort”, “food and drink”, 
“personal safety”, “social participation and involvement”, “occupation”, “accommodation cleanliness and 
comfort”, “dignity”).  
 
In order to control for the possibility of an ordering effect the order of card presentation was reversed for 
the second focus group with the ASCOT cards being presented first. Participants were instructed to rank 
each set of cards from ‘most important’ to ‘least important’ in terms of their own views on the importance 
of each domain in determining their overall QOL. Following completion of these two ranking exercises, 
participants were asked to combine the two sets of cards and consider the domains from both the ASCOT 
and OPQOL brief instruments simultaneously. Participants were then asked to select and rank their top 
five most important domains from this combined set in terms of their relative importance in determining 
their overall QOL.  
 
A group discussion then followed where all focus group participants were invited to share their selections 
and rankings from the final combined set of cards and explain the reasoning behind their choices.  
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2.3.3 Task 3 
The final task at each focus group was to assess the current QOL of participants through individual 
completion of the OPQOL-brief[18] and ASCOT[15]. The OPQOL-brief is a shortened version of the original 
OPQOL which has been recently developed and validated.[16, 17] The OPQOL-brief assesses QOL across 
7 domains. It consists of 13 statements, with the participant being asked to indicate the extent to which 
he/she agrees with each statement by selecting one of five possible options (“strongly disagree”, 
“disagree”, “neither agree nor disagree”, “agree” and “strongly agree”) scored from 1-5. The responses for 
the 13 statements are summed to give a final score ranging from 13 to 65, with higher scores indicating a 
better rating of QOL. 
 
Several versions of the ASCOT instrument are available reflecting alternative modes of administration 
(self-completion versus interview mode) and settings (community versus communal living). The ASCOT 
four-level self-completion questionnaire was used in the current study as this has sensitivity for assessing 
social care-related QOL in the top states, that is, in community-based people with low care needs. The 
ASCOT assessed social care-related QOL across eight domains. Each domain had four options: “ideal 
state”, “no needs”, “some needs” and “high needs”. For each domain, participants were asked to select 
the option which best reflected their level of needs in that aspect of their life. Responses for each domain 
are allocated preference weights through application of a scoring algorithm based upon UK general 
population values for all possible health states defined by the instrument[15]. This can be used to calculate 
an overall ASCOT well-being score for individuals ranging from 0 to 1, with higher scores indicating better 
social care-related QOL and 1 indicating the “ideal” state. 
 
2.4 Statistical Analysis 
Scores for the EQ-5D, ASCOT and OPQOL-brief were analysed using established statistical techniques 
(to generate sample means, standard deviations, medians and ranges) in the Statistical Packages for 
Social Sciences (SPSS) Version 17.01. Relationships between the three instruments were assessed using 
Spearman’s Rho and statistical significance was set at p<.05. 
 
2.5 Qualitative Analysis 
The qualitative data (i.e. generated from the open group discussions regarding QOL) was analysed using 
a structured content analysis approach to look specifically for distinct dimensions related to domains from 
the ASCOT and OPQOL-brief (i.e. Health, Control, Psychological/Emotional Well-being, etc), as well as 
any new themes to emerge. The de-identified digital recordings were sent to SmartDocs Pty Ltd© for  
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verbatim transcription. Transcriptions were checked for accuracy and to clarify ambiguities prior to 
analysis.[19] Thematic coding procedures were used to analyse the data in NVivo Version 10.  
 
 
3. Results 
3.1 Participants 
A total of 27 potential participants were approached of whom 21 (78%) consented to participate in the 
study and were invited to attend one of two focus groups according to the participant’s preference of date 
and time. Information on participant demographics was collected on study entry. A summary of the 
demographic characteristics of participants is presented in Table I. The mean age of participants was 74 
years with an age range of 64 to 88 years. The majority of participants (n=12, 57%) were female and were 
living with a spouse or partner (n=16, 76%). 
 
3.2 ASCOT, OPQOL-brief and EQ-5D Scores 
Table II presents a summary of study sample scores for QOL (as measured by the ASCOT and the 
OPQOL-brief) and health status (as measured by the EQ-5D). The reported mean and median EQ-5D 
scores were in the upper range of the scale (mean=0.71, median =0.73) indicating that overall the health 
status of participants was good, although a large degree of heterogeneity in responses is evident with  
individual EQ-5D scores ranging from 0.06 to 1.00. Similarly the reported mean and median ASCOT and 
OPQOL-brief scores indicate good QOL overall. Some heterogeneity in responses is also evident for 
ASCOT and OPQOL-brief across the study sample although this is not as marked for either instrument in 
comparison with the EQ-5D. 
 
Spearman correlation coefficients are also presented to assess the direction and magnitude of 
relationships between the scores derived from the instruments. It is important to note the absence of a 
statistically significant relationship and the low correlation coefficient (0.237) between ASCOT and EQ-5D. 
There was also a low degree of correlation (0. 383) evident between the OPQOL brief and the ASCOT, 
despite the focus of both instruments on QOL in a broader sense. In contrast the correlation between the 
OPQOL brief (which includes two dimensions relating to physical health and emotional well-being 
respectively) and EQ-5D was much stronger (0. 730) and this relationship was found to be statistically 
significant.  
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3.3 Quality of Life Dimension Rankings 
Table III presents the domains included within the OPQOL-brief and the frequency with which each 
domain was ranked within the top four most important by participants. Overall, more than half (57.1%) of 
the participants ranked “health” as the domain most important to their QOL. The domains “social 
relationships”, “psychological and emotional well-being” and “home and neighbourhood” were most 
commonly ranked second (33.3%), third (23.8%) and fourth (33.3%) most important respectively.  
 
The frequencies with which the domains included within the ASCOT were ranked within the top four most 
important by participants are presented in Table IV. The domain most commonly ranked as most 
important was “control” (23.8%), however, “personal care”, “food and drink”, “safety” and “leisure time” 
were also commonly ranked as most important by participants. The domains “personal care” (23.8%) and 
“social contact” (19.0%) were commonly ranked second and third most important respectively.  
 
The results from the final ranking exercise in which participants ranked the domains most important to 
their QOL across both ASCOT and OPQOL-brief are presented in Table V. It can be seen that two 
domains from ASCOT (safety and dignity/treatment and help) and three domains from the OPQOL brief 
(health, independence and psychological and emotional well-being) were most often included within the 
top four ranked domains. “Health” from OPQOL-brief was the domain ranked as most important by the 
greatest proportion of participants. The frequency counts indicate the relative importance of physical 
health and emotional well-being to the QOL of older South Australians. However it is also notable that 
approximately one-third (33.3%) of the total sample ranked a non-health domain as the most important 
contributing factor to their overall QOL. Other broader aspects of QOL were also consistently ranked 
highly including “independence, control over life, freedom” from the OPQOL-brief and “safety” from the 
ASCOT. 
 
3.3 Personal Meanings behind Quality of Life Domains 
Qualitative data generated from the open discussions that surrounded the ranking exercises and general 
discussion about QOL within the focus groups were analysed, particularly in relation to why particular 
domains from the OPQOL-brief and ASCOT were most important to participants’ QOL. Analysis from the 
five domains most commonly ranked first in order of importance in the final ranking exercise are reported 
below. 
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3.3.1 Health 
The group discussions consistently highlighted the importance of good health for QOL. As one participant 
said: “I've picked health because I think that's the most important thing, if you're not healthy you don’t 
really have quality of life.” Health was also viewed as important because of its potential impact on other 
QOL domains. For some participants, physical health was important due to the impact poor health and 
related pain can have on mobility and their ability to complete day to day tasks independently. “I've got 
reasonably good health to get out, not to do what I would like to do but I can get out.” “Being able to dress 
myself. I can't go out without my walker, I won't go. I can't go travelling anymore, because I'm weak and 
my husband has to come with me. Every time I fall, I break more vertebrae, so just getting in and out of 
bed is painful. So, it's a constant pain.” Another participant specifically highlighted links between a decline 
in health and the need to reconsider other aspects of life. “When one of you is unwell. We've completely 
changed our plans for our future and everything, because of what's happened to [my husband]” This was 
a sentiment reflected by other participants who also noted a need to accommodate a decline in health into 
their daily living. “Participant 1: You have to start thinking differently that's the hard part about it isn’t it; you 
have to think in a different way. Participant 2: Yeah what are your limits and what can you do.” 
 
3.3.2 Psychological and emotional well-being 
Participants also placed high value on the OPQOL-brief domain “psychological and emotional well-being” 
as important to their QOL. For one participant, this was linked to the difficulty in friends and family 
recognising and supporting psychological illness: “And I think a lot of people, if you've got a broken arm or 
broken leg or something like, they can see that but they can't see a broken heart or a broken head. Often, 
they can't see that and they might say, "Oh go and have a holiday for a while and you'll be right," but it's 
not the case. You need professional help for some of these things, so and the average people around you 
are great, but you need professional people that can actually help you a lot.” 
 
Other participants felt this domain reflected the need to have positive outlook on life and sense of 
perspective as to their relative situation in comparison to others, as important when considering quality of 
life. “I do feel that there are people worse off than what we are.  I've been right here with [husband] and I 
sometimes felt sorry for myself “why am I meant to go through this” and all that and I think “my God I'm 
lucky compared to other people”.  “So that's why I just keep up, its general attitude, since - like I've been 
schooled into it, I think. If you fall over, you don't cry, you get up again.” 
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3.3.3 Safety 
Safety, as captured by the specific domain from the ASCOT instrument (“I feel as safe as I want”) was 
also notably highly valued by participants. This domain had multiple meanings for participants, 
summarised by one participant as: “…safety at home, in my own surroundings, it's safety when I drive the 
car, it's safety at the shopping centre. If for any reason, I have to go into a nursing home or anything, we 
hear of all these horrid things, so it's my safety there as well. So, my safety is priority”. 
 
For one participant, safety was directly linked to her problems with mobility: 
“Participant: Top one is safety, because I don't feel safe. 
Convenor:  In terms of what do you mean; safety? 
Participant: Physical strength, because I fall so often, I don't feel safe for one. So, I use the walker all the 
time now and because I feel more secure with it and I was told how to use it standing up and having the 
right [size] for my height.” Other participants interpreted safety in the context of their home and 
neighbourhood environment. “Now I feel safe where I am. We live in a nice neighbourhood and it's quiet 
and peaceful and pretty safe…. The thing I fear most is the “wackers” that break in and think you've got 
money or drugs or some damn thing, because I would fight them and that would put me in a pine box. I 
just know I wouldn't tolerate it, so it's him or me who would go out and that's it.” 
 
It should be noted that this wider interpretation of “safety” is addressed in the OPQOL-brief under the 
domain “home and neighbourhood”, however the vast majority of participants did not rank this domain as 
highly as the “safety” domain from the ASCOT instrument in their final ranking exercise.  
 
3.3.4 Dignity 
The ASCOT domain “dignity”, described as “treatment and help” in the self-completion questionnaire, was 
another domain which was ranked as important to QOL. One participant drew on her experiences with 
personal illness and caring for a family member to describe why she valued this domain: “My top one is 
the way I'm helped and treated makes me think and feel better about myself in caring for my husband and 
since my sickness.  He always said “I'm so lucky” because I was there to care for him and that gave him 
dignity and I feel that that dignity in our life is very important and to respect also in that dignity.  So that's 
very important for me because I've experienced it and had it.” 
 
 
 
	
	
13
 
 
This manuscript is under copyright restrictions. It must not be copied or reproduced without the 
express written consent of the authors. 
 
Another participant interpreted this domain as important for older people and felt being provided with 
information on access to appropriate services was part of being treated with dignity:  
Participant: “I don’t think there's enough respect out there for people who aren’t able to help themselves in 
the community and in society.  I think that that's not given high priority enough, older people are often 
treated badly and they don’t feel that they're getting support and the knowledge may not be there because 
of that.” 
Interviewer: “Could it be that everybody has equal access to services?” 
Participant: “Yes more of that and respect for people that aren’t able to find out for themselves and respect 
that and give support to them as well as the ones that are able to do it for themselves.” 
 
3.3.5 Independence, Control Over Life, Freedom 
The “independence, control over life, freedom” domain from the OPQOL-brief was also often ranked as 
important by participants. A similar domain “control” is also included in the ASCOT. For many participants, 
this domain represented how an increased reliance on others in older age can impact QOL. As one 
participant put it: “And once you start relying on family to do that, to help you out continually then you feel 
that yes you're being a burden so the burden of being a problem to family is a consideration for me. 
Because my husband died earlier in the year and I was his carer and I had to rely on family quite a bit but 
in that aspect of it you're feeling very guilty because that's what you had to do.” 
 
This domain was often linked to other domains. For example, one participant indicated that the links 
between independence and control were important: “I've got independence and control as the top one 
because I think they both go together actually, to have the independence and then to just have the control 
over what you want to do with your daily life.” Whilst another participant highlighted links between choice 
and control: “I just had a thought about choice of wording then.  A neighbour had a similar incident to what 
happened to me only they were far worse than myself and they didn’t have a choice to go home and I'm 
just wondering whether that could impact or whether that could be something that could be looked at more 
in-depth, that choice that we have of where we live. Because I'm sure that that person once he got 
rehabilitated that he would be able to go home but that choice wasn’t given to him at the time.” 
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Discussion 
This pilot study utilised the content of the ASCOT and OPQOL-brief descriptive systems to focus upon the 
QOL domains considered most important to older South Australians. We found that whilst the majority of 
participants valued health highly as an important contributor to their overall QOL, the relative importance 
of health status was not found to be over-whelming; over one third of the study sample ranked a non-
health ASCOT or OPQOL brief domain as the most important contributing factor to their overall QOL. 
Other broader QOL domains including independence and control, safety and dignity were also 
consistently highly valued.  
 
In general, the health status of this sample of older adults as measured by the EQ-5D was found to be 
similar to the health status of a sample of older adults attending a falls prevention clinic in Canada,[20] but 
substantially higher than the mean and range of EQ-5D scores reported in a sample of older adults who 
have experienced a recent hospital admission for an acute episode in South Australia.[21] In general, social 
care-related QOL, as assessed by scores on the ASCOT, was found to be broadly similar to scores from 
older people living in the community and higher than scores obtained from social care service users from 
the UK.[15] The mean score on the OPQOL brief  reported in this sample of older South Australians is also 
similar to scores from a UK national population survey  of community-dwelling adults aged 65 years and 
over.[18] 
 
Previous investigations have emphasised the importance of health and broader domains to older adults in 
valuation of their QOL. An exploration of QOL during interviews with a sample of community-dwelling older 
adults from the UK (n=999) found that social relationships and health were the areas most important to 
QOL in this group.[12] Canadian adults aged 58 years and over (n=331) favoured autonomy, control and 
independence in decision-making as highly important to their QOL.[22] These broader approaches which 
include health and psycho-social factors valued by older adults themselves may be better able to capture 
“successful ageing” in this population than unidimensional approaches.[23, 24] Recently, general QOL and 
health-related QOL evaluated by means of the long-version OPQOL were both independent predictors of 
adverse health outcomes in older community-dwelling Italians at 12 months, including falls risk, 
emergency department admission, nursing home placement and death.[25]  
 
We found health-related QOL as measured by scores on the EQ-5D was significantly related to QOL 
assessed by scores on the OPQOL-brief but not ASCOT. This is in contrast to recently reported findings in 
a sample of older people receiving publicly-funded home-care services in the UK, where EQ-5D scores  
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were moderately associated with overall ASCOT score and also scores on the 8 domains which make up 
the full instrument.[15, 26]  Although both ASCOT and OPQOL-brief include domains that allow a broad 
assessment of QOL, only OPQOL–brief also includes health-related domains which may explain the 
reported relationship with EQ-5D observed here. The OPQOL-brief is a newly developed measure and 
associations with ASCOT or EQ-5D have not been previously reported. Further comparison of these 
newly-developed instruments with more traditional health-related MAUIs will provide further insight and 
help determine their appropriate use. 
 
A number of limitations should be considered in interpreting the results of this study. This study reflects a 
relatively small scale exploratory pilot study conducted with a convenience sample of community based 
older South Australians recruited through a day rehabilitation facility. Only individuals with a high degree of 
cognitive functioning (as determined by a member of their day rehabilitation clinical team) were recruited 
to participate. Further studies should investigate the possibility of a more inclusive approach with 
populations of older people, including those with mild to moderate cognitive impairment frequently 
excluded from the development and valuation of new QOL instruments and other studies relating to QOL. 
 
The “baby boomer” generation is characterised as having a stronger preference to exercise greater control 
over their own lives coupled with an expectation of greater involvement in health system decision-
making.[27] Considering the high value of control observed in this current sample, we predict that demand 
will increase for innovative approaches to ensure that the needs and preferences of older adults are 
incorporated into decisions regarding health and aged care policy and programs. Presently it is possible to 
administer two instruments simultaneously which measure health and broader QOL independently e.g. 
EQ-5D plus ICECAP.[20] Developers of the ASCOT have also recommended that the potential for linking 
ASCOT and EQ-5D to estimate and compare QALYs should be explored in future research.[15] However 
this raises a number of issues for economic evaluation including how to obtain a single utility score for the 
purposes of facilitating decision-making,[18] and what course of action should be recommended to 
decision-makers in instances where conflict exists (e.g. where a new intervention is found to result in an 
improvement in health but a deterioration of overall QOL or vice versa). Additionally, the administration of 
two instruments simultaneously results in an increase in respondent burden, a particular concern in 
populations of older adults. The development of a new preference based instrument which is able to 
accurately measure and value the QOL of older people in the face of unstable health and functioning 
would be helpful in addressing these concerns. 
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Conclusion 
This exploratory study indicates that older adults value both health and social domains as important to an 
assessment of their overall QOL. Future research should be directed towards capturing both health status 
and broader aspects of QOL within a preference-based instrument suitable for application within the 
framework of economic evaluation. 
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Table I. Characteristics of Patients (n=21). 
 
  Mean (range)  SD 
Age  73.5 (64‐88)  8.33 
  n  % 
Gender 
       Male 
      Female 
 
9 
12 
 
42.9 
57.1 
Country of birth 
      Australia 
      UK 
      Germany 
 
13 
7 
1 
 
61.9 
33.3 
4.8 
Highest level of education 
     Attended school 
     Completed school 
     Undergraduate degree/professional qualification 
     Post‐graduate qualification 
 
2 
12 
5 
2 
 
9.5 
57.1 
23.8 
9.5 
Living arrangements 
     Alone 
     With spouse/partner 
     With other(s) – not relatives 
 
4 
16 
1 
 
19.0 
76.2 
4.8 
Formal community services received? 
     Cleaning 
     Gardening 
4 
4 
3 
19.0 
19.0 
14.0 
Last stay in hospital 
     Less than 1 month ago 
     1‐2 months ago 
     2‐6 months ago 
     6‐12 months ago 
     More than 1 year ago 
     Unknown 
 
1 
3 
6 
1 
8 
2 
 
4.8 
14.3 
28.6 
4.8 
38.1 
9.5 
Reason for last hospital admission? 
     Neurological 
     Cardiac or pulmonary 
     Musculoskeletal 
     Allergic reaction 
     Cancer 
     Unknown 
 
10 
2 
4 
1 
2 
2 
 
62.5 
12.5 
25.0 
6.3 
12.5 
12.5 
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Table II. Health and Quality of Life Scores (n=21) 
 
  Mean (SD)  Median (range)  ASCOT rho  OPQOL  rho 
ASCOT  0.87 (0.13)  0.90 (0.59‐1.00)     
OPQOL‐brief  54.6 (5.5)  56.0 (38‐61)  .383   
EQ‐5D UK  0.71 (0.20)   0.73 (0.06‐1.00)  .237  .730** 
**, p<.01 
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Table III. OPQOL‐Brief Rankings 
  Ranked 1st  Ranked 2nd  Ranked 3rd  Ranked 4th 
OPQOL‐brief domain  n  %  n  %  n  %  n  % 
Health  
       “I am healthy enough to get out and about” 
12  57.1 (1)  1  4.8  1  4.8  3  14.3 
Social relationships 
        “My family, friends or neighbours would help me if needed” 
1  4.8  7  33.3 (2)  3  14.3  2  9.5 
Independence, control over life, freedom 
        “I am healthy enough to have my independence” 
         “I can please myself what I do” 
1  4.8  3  14.3  3  14.3  1  4.8 
Home and neighbourhood 
        “I feel safe where I live” 
        “I can please myself what I do” 
3  14.3  3  14.3  1  4.8  7  33.3 (4) 
Psychological and emotional well‐being 
        “I take life as it comes and make the best of things” 
        “I feel lucky compared to most people” 
3  14.3  2  9.5  5  23.8 (3)  5  23.8 
Financial circumstances 
        “I have enough money to pay household bills” 
1  4.8  4  19.0  4  19.0  1  4.8 
Leisure and activities 
        “I have social or leisure activities/hobbies that I enjoy doing” 
        “I try to stay involved with things” 
0  0  1  4.8  4  19.0  2  9.5 
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Table IV. ASCOT rankings 
  Ranked 1st  Ranked 2nd  Ranked 3rd  Ranked 4th 
ASCOT domain  n  %  n  %  n  %  n  % 
Control 
“I have as much control over my daily life as I want” 
5  23.8 (1)  4  19.0  3  14.3  2  9.5 
Personal care 
“I feel clean and am able to present myself the way I like” 
3  14.3  5  23.8 (2)  3  14.3  5  23.8 (4) 
Food and drink 
“I get all the food and drink I like when I want” 
3  14.3  2  9.5  1  4.8  3  14.3 
Safety 
“I feel as safe as I want” 
3  14.3  2  9.5  3  14.3  4  19.0 
Social contact 
“I have as much social contact as I want with people I like” 
1  4.8  1  4.8  4  19.0 (3)  3  14.3 
Leisure time 
“I’m able to spend my time as I want, doing things I value or enjoy” 
3  14.3  1  4.8  3  14.3  0  0 
Home cleanliness 
“My home is as clean and comfortable as I want” 
0  0  2  9.5  1  4.8  2  9.5 
Treatment and help 
“The way I’m helped and treated makes me feel better about myself” 
3  14.3  4  19.0  3  14.3  2  9.5 
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Table V. Combined ranking summary top 5 most commonly ranked 1st 
  Ranked 1st  Ranked 2nd  Ranked 3rd  Ranked 4th 
n  %  n  %  n  %  n  % 
ASCOT domain 
Safety 
         “I feel as safe as I want” 
3  14.3  0  0  0  0  1  4.8 
Treatment and help 
         “The way I’m helped and treated makes me feel better about myself” 
2  9.5  0  0  2  9.5  2  9.5 
OPQOL‐brief domain 
Health  
       “I am healthy enough to get out and about” 
6  28.6 (1)  4  19.0  2  9.5  1  4.8 
Independence, control over life, freedom 
        “I am healthy enough to have my independence” 
         “I can please myself what I do” 
2  9.5  5  23.8 (2)  3  14.3 (3)†  0  0 
Psychological and emotional well‐being 
        “I take life as it comes and make the best of things” 
        “I feel lucky compared to most people” 
5  23.8  1  4.8  1  4.8  1  4.8 
† OPQOL‐brief dimension “Home and neighbourhood” was also most commonly ranked 3rd (n=3, 14.3%). OPQOL‐brief dimension “Social relationships” was most 
commonly ranked 4th (n=4, 19.0%). 
 
 
 
 
 
 This manuscript is under copyright restrictions. It must not be copied or reproduced without the 
express written consent of the authors. 
 
References 
 
1. Ratcliffe J, Laver K, Couzner L, Crotty M. Health economics and geriatrics: challenges and 
opportunities. In: Atwood CS, editor. Geriatrics: InTech, available from : 
http://www.intechopen.com/articles/show/title/health-economic-evaluation-and-geriatrics-
challenges-and-opportunities; 2012. 
2. Australian Government Productivity Commission. Economic implications of an ageing Australia. 
Canberra; 2005. 
3. National Health and Hospitals Reform Commission. A Healthier Future for all Australians. 
Canberra; 2009. 
4. Brazier J, Ratcliffe J, Salomon J, Tsuchiya A. Measuring and valuing health benefits for economic 
evaluation. Oxford, UK: Oxford University Press; 2007. 
5. Drummond M, Sculpher M, Torrance G, O'Brien B, Stoddart G. Methods for the Economic 
Evaluation of Health Care Programmes. 3rd Edition ed. New York: Oxford University Press; 2005. 
6. Rabin R, de Charro F. EQ-5D: a measure of health status from the EuroQol Group. Ann Med. 2001 
Jul;33(5):337-43. 
7. Crotty M, Ratcliffe J. If Mohammed won't come to the mountain, the mountain must go to 
Mohammed. Age Ageing. 2011 May;40(3):290-2. 
8. Stott DJ, Langhorne P, Knight PV. Multidisciplinary care for elderly people in the community. 
Lancet. 2008 Mar 1;371(9614):699-700. 
9. Osborne RH, Hawthorne G, Lew EA, Gray LC. Quality of life assessment in the community-
dwelling elderly: validation of the Assessment of Quality of Life (AQoL) Instrument and comparison 
with the SF-36. J Clin Epidemiol. 2003 Feb;56(2):138-47. 
10. Bowling A. Ageing well. Quality of life in older age: Maidenhead: Open University Press; 2005. 
11. Bowling A, Gabriel Z. An integrational model of quality of life in older age. A comparison of analytic 
and lay models of quality of life. Social Indicators Research. 2004;69:1-36. 
12. Bowling A, Gabriel Z, Dykes J, Dowding LM, Evans O, Fleissig A, et al. Let's ask them: a national 
survey of definitions of quality of life and its enhancement among people aged 65 and over. Int J 
Aging Hum Dev. 2003;56(4):269-306. 
13. Ratcliffe J, Laver K, Couzner L, Cameron ID, Gray L, Crotty M. Not just about costs: the role of 
health economics in facilitating decision making in aged care. Age Ageing. 2010 Jul;39(4):426-9. 
14. Coast J, Flynn TN, Natarajan L, Sproston K, Lewis J, Louviere JJ, et al. Valuing the ICECAP 
capability index for older people. Soc Sci Med. 2008 Sep;67(5):874-82. 
15. Netten A, Burge P, Malley J, Potoglou D, Towers AM, Brazier J, et al. Outcomes of social care for 
adults: developing a preference-weighted measure. Health Technol Assess. 2012;16(16):1-166. 
16. Bowling A, Stenner P. Which measure of quality of life performs best in older age? A comparison 
of the OPQOL, CASP-19 and WHOQOL-OLD. J Epidemiol Community Health. 2011 
Mar;65(3):273-80. 
17. Bowling A. The Psychometric Properties of the Older People's Quality of Life Questionnaire, 
Compared with the CASP-19 and the WHOQOL-OLD. Curr Gerontol Geriatr Res. 
2009;2009:298950. 
18. Bowling A, Hankins M, Windle G, Bilotta C, Grant R. A short measure of quality of life in older age: 
The performance of the brief Older People's Quality of Life questionnaire (OPQOL-brief). Arch 
Gerontol Geriatr. 2013 Jan-Feb;56(1):181-7. 
19. Brod M, Tesler LE, Christensen TL. Qualitative research and content validity: developing best 
practices based on science and experience. Qual Life Res. 2009 Nov;18(9):1263-78. 
 
 
 
 
	
	
23
 
This manuscript is under copyright restrictions. It must not be copied or reproduced without the 
express written consent of the authors. 
 
20. Davis JC, Liu-Ambrose T, Richardson CG, Bryan S. A comparison of the ICECAP-O with EQ-5D in 
a falls prevention clinical setting: are they complements or substitutes? Qual Life Res. 2012 Jun 
22. 
21. Couzner L, Ratcliffe J, Crotty M. The relationship between quality of life, health and care transition: 
an empirical comparison in an older post-acute population. Health Qual Life Outcomes. 
2012;10:69. 
22. Fry PS. Whose quality of life is it anyway? Why not ask seniors to tell us about it? Int J Aging Hum 
Dev. 2000;50(4):361-83. 
23. Bowling A, Iliffe S. Which model of successful ageing should be used? Baseline findings from a 
British longitudinal survey of ageing. Age Ageing. 2006 Nov;35(6):607-14. 
24. Bowling A. Aspirations for older age in the 21st century: what is successful aging? Int J Aging Hum 
Dev. 2007;64(3):263-97. 
25. Bilotta C, Bowling A, Nicolini P, Case A, Pina G, Rossi SV, et al. Older People's Quality of Life 
(OPQOL) scores and adverse health outcomes at a one-year follow-up. A prospective cohort study 
on older outpatients living in the community in Italy. Health Qual Life Outcomes. 2011;9:72. 
26. Malley JN, Towers AM, Netten AP, Brazier JE, Forder JE, Flynn T. An assessment of the construct 
validity of the ASCOT measure of social care-related quality of life with older people. Health Qual 
Life Outcomes. 2012;10:21. 
27. Australian Government Productivity Commisson. Caring for older Australians. Canberra; 2011. 
 
 
